INTRODUCTION
The United States is currently studying various proposals to reform its health care system and that of Canada is often cited as a possible model. Curiously, Canadians sometimes look to the United States for ways to improve their system. This search for improved health care has led to abundant but conflicting documentation about the relative merits of the two systems. The available literature emphasizes the relative efficiencies of public versus private intervention. While many maintain that Canada's public system is both better and cheaper, still many others contend that the privately-oriented American system provides more efficient and better quality services. This paper presents a comparative description of the Canadian and American health care systems and reviews the most recent literature. The first part briefly examines the reasons for and against government involvement in health care; the second part compares both systems in terms of access, financial barriers to care, extent of benefits, and administration; the third section deals with cost containment. Finally comparisons are made in terms of the quality of care.
THE ROLE OF GOVERNMENT AND PRIVATE SECTOR IN HEALTH CARE
Both Canada and the United States devote a high proportion of their national wealth to health care. Estimates for 1990 show that Canada spent more than 9% of its GDP, or $60 billion dollars on health care, (1) while the United States contributed $660 billion or 12% of its GDP. The health care system in Canada is characterized by strong government intervention. As can be seen in Table 1 , of total health care spending in Canada, 72% was funded through federal, provincial and local governments. Canadians spend out of pocket only for services not covered by their provincial government insurance plan; this amounts to 21%
of total health care expenditures. By contrast, the health care system in the United States relies heavily on the private sector; American individuals and their private insurance companies contributed more than half of total health care expenditures, while the federal, state and local governments accounted for 43 %. Canada and Its Funding: No Easy Solutions, Ottawa, June 1991, p. 7; Julie Kosterlitz, "A Sick System," National Journal, 15 February 1992, p. 383. Government intervention in the health care field is a source of controversy, with solidly based arguments both for and against. In Canada, health care is treated as a public service, which Canadians believe should not be subject to the laws of the marketplace and the (2) Julie Kosterlitz, "A Sick System," National Journal, 15 February 1992, p. 383. mechanism of price and profit. By contrast, Americans favour limiting government assistance to those in need and allowing the private sector to have a great portion of the market. They contend that market mechanisms, the motive force of classical economics, can ensure cost control, efficiency, and top-quality services through effective competition.
Canadian government intervention in health care is generally explained with reference to. certain, market failures In.the. private-sector, .resources.are -generally allocated according to the law of supply and demand. The resulting price levels ensure optimal allocation of resources, provided certain conditions relating to supply and demand are met. These conditions do not always prevail in the area of health care, however. First, it is difficult for the market system to ensure an adequate supply of health services because the very nature of these services implies costs and benefits that the market system does not take into account.
Furthermore, consumers cannot make informed decisions, because there is always uncertainty about illness and the future state of one's health. Consumers are often unable to determine for themselves the type of health services they need and must delegate the decision-making process to those who provide the health services. Government involvement in health care is also justified by reference to social fairness and economic inequality. In a free market system, lowincome people with health problems pay the same as high-income people, so that the economically disadvantaged pay a relatively larger share of their income for health costs. For these reasons, federal and provincial governments in Canada have preferred a public system providing health insurance to all residents, regardless of their ability to pay.
By contrast, the market-oriented health insurance system of the United States is based on choice rather than on ability to pay. In recognition of the fact that specific groups need public protection, Medicare and Medicaid provide for the poor and the elderly. This reflects government action to resolve some market failures. The American system is based on the assumption that the vast majority of people are perfectly capable of providing protection for themselves against illness and its consequences and that most of the population are not denied care for financial reasons. Under the market approach, the consumer is free to choose the extent Individuals who do not have access to employer-based coverage may obtain health insurance coverage by purchasing it directly from commercial insurers or HMOs.
Access to health care for particularly needy population groups is provided through public programs. Medicare is a national, federally administered program with uniform eligibility and benefit protection serving the elderly and disabled persons. It covers hospital and physician services and is financed by a combination of enrolled premiums and general revenues. It also incorporates user charges such as déductibles and co-insurance. Medicaid is a medical assistance program for low-income groups. Under this program, the U.S. federal government provides matching funds to state governments, which operate and administer Medicaid within federal guidelines, although eligibility requirements, benefit levels, and provider reimbursement schemes vary greatly from state to state. Other federal and state government programs target specific population subgroups such as pregnant women, native Americans, and people suffering from renal disease and cancer.
A. Access to Health Care Services
In Canada, the health care system is characterized by its universal access. All residents of a province are entitled to the insured health services provided for by the public health insurance plan on uniform terms and conditions. In addition, health care provided to someone who is temporarily visiting another province is reimbursed under the insurance plan of the patient's home province. Canadians moving from one province to another continue to be covered for insured health services by their home province during any waiting period (not to exceed three months) imposed by their new province of residence.
By contrast, there is no universal public health insurance in the United States and accessprimarily., depends on the type_and extent of coverage. As.shown in Table 2 , Americans have varying degrees of health insurance coverage, from comprehensive to none at all. In 1991, almost 62% of Americans were covered under private health insurance plans; public health insurance plans covered 25% and 14% had no insurance. insurance, 25 million are in families where at least one member has a full time job. <5) Some firms, particularly small businesses, do not offer health insurance to their employees. This presents a potentially significant impediment to moving from one job to another -a situation not found in Canada. Furthermore, when working people retire, they lose the health insurance benefits provided by the employer, and, as we have seen, Medicare provides standard benefits to only some Americans.
D. Administration
In Canada, the health insurance plan is administered in each province by a public agency which operates on a non-profit basis and is responsible to the provincial government.
Provincial governments determine overall increases in hospital budgets and physicians' fees and regulate the acquisition of major equipment and facilities. While most physicians in private practice are paid on a fee-for-service basis, most hospital-based physicians are salaried employees of the hospital. Most hospitals receive funds under a global budgeting system negotiated with the provincial government. On the whole, government is the sole payer for all insured health services.
In the United States, responsibility for administering and controlling the health care system is diffused, and involves private insurers, employers, and federal, state and local governments. With the variety of reimbursement systems, U.S. providers are often paid different amount for the same services, depending on the consumer's insurance carrier.
Furthermore, co-payments and déductibles are common, and it is not unusual for health care providers to bill the patient for charges in excess of the standard insurance reimbursement. No authority has responsibility for the condition of the system as a whole.
COST CONTAINMENT
Two major issues arise when comparing health care spending in Canada and the United States. The first is the level and rate of growth of health care costs; the second is government's ability to control health care expenditures. Table 3 , since the early 1970s Canada has spent a smaller proportion of its total economic output on health care than has the United States; Canadian spending has also been lower on a per capita basis. Furthermore, the rate of growth in health care expenditures as a percentage of GNP has been lower than the comparable U.S. rate. For these reasons, many studies conclude that Canada, with its public health care system, is doing better than the United States: it provides coverage to all Canadians, spends less on health care and is more successful in containing costs.
For example, the U.S. General Accounting Office (GAO) notes that:
Canada's relative success in containing costs is evidenced by its slower rate of growth in health care expenditures since 1971, the year publicly funded health insurance was implemented in all provinces. As a result, health care expenditures per capita and as a proportion of gross national product (GNP) remain significantly less than the United States. This gap is due to differences in how the two countries finance and deliver health care as well as sociodemographic differences.
Other analysts argue that these comparisons between Canada and the United States are simplistic and misleading. They suggest that comparisons of the two nations' health spending as a proportion of GNP exaggerate Canada's success in containing health costs. They argue that faster GNP when growth, rather than lower health spending, explains why health's share of GNP has stayed lower in Canada. Furthermore, they show that when the real rates of growth of per capita spending are compared, the average rate of growth over a twenty-year In both Canada and the United States, health care is limited by financial resources. However, each country approaches access to health care services in a different way. In Canada, financial constraints are applied to the entire system, but not directly to an individual's utilization. In the United States, financial constraints are placed directly on individuals' utilization -ability to pay is an important factor in obtaining access and amount of care -not on the system as a whole. "
In summary, the burden of health care expenditures is shared collectively in Canada, while it is borne by the individual in the United States. In the former country, payment is made indirectly but equitably through the tax system; in the latter, most of it is paid directly by consumers. On the whole, however, the systems are similar in the sense that individuals (10) Neuschler (1991) , p. 53.
(11) Clearly, there is not unanimity among empirical works on the impact of government involvement in the health care market. For example, in an extensive study on differences in health care expenditures among the OECD countries, Pfaff shows that health care systems relying on some form of government control of spending generally exhibit lower health care expenditures than those relying on market mechanisms. A study by Santerre et al., however, also ultimately pay for them; one can thus conclude that the burden of health care costs is less for
Canadians than for Americans.
B. A Single Payer May Lower Costs
Although there is no consensus on government impact on health care, some studies indicate, that.the.Canadian system, Jby concentrating financial xesponsibility in.a single payer, permits more efficient administration and results in better control over health care costs. As shown in Table 4 , Canadian spending on health was, in 1987, some $450 per person less than in the United States. The GAO study indicates that most of the difference between U.S. and
Canadian per capita spending on health care comes from administrative costs and physicians' and hospital services. In 1987, Canada's per capita spending on insurance administration was only one-fifth that of the United States. Accordingly, the GAO points out that Canada's publicly financed single-payer system eliminates the costs associated with the marketing of competitive health insurance policies, billing for and collecting premiums, and evaluating insurance policies, billing for and collecting premiums, and evaluating insurance risks. (13) Danzon believes, however, that overhead costs in Canada would tend to be higher than comparable costs in the United States, if hidden costs were taken into account. She argues that a public insurer has fewer incentives than private insurers to take into account all the costs for patients and providers.
Canada also exhibits lower-physician and-hospital costs -than the United States.
The GAO argues that, since Canadian provincial governments are the sole payer for insured medical services, they are able to negotiate physicians' fee schedules and hospital budgets from a position of strength. Within the U.S. system, hospitals and physicians are reimbursed by numerous payers using widely differing procedures and coverage. According to the GAO, the fact that no single entity is managing the U.S. system results in piecemeal measures to control
. (15) costs.
Other health experts also believe that government regulation in Canada does not necessarily reduce the quality and quantity of health care services. For example, Conklin recognizes that the control of physicians' fees has in real terms kept physicians' incomes below the levels they would otherwise have reached, but he believes that this has not resulted in poorer health care in Canada. He contends that the higher expenditures in the United States do not necessarily indicate the delivery of more health care, and explains that higher U.S. spending only represents higher incomes for health care workers.
He also believes that limits placed by provincial governments on hospital budgets are cost-effective. For instance, hospitals must compete for the right to adopt a new technology and they do so by presenting convincing care financing and delivery. Finally, it has been argued that government control in the health care sector in Canada has resulted in rationing and declining quality.
RATIONING AND QUALITY OF CARE
A number of weaknesses have been identified in the management of both the Canadian and American health care systems. One common problem relates to health care
rationing. This is defined as a limitation on the availability of beneficial interventions whereby some persons are permanently or temporarily denied useful services. "
Canada tries to provide uniform standard care to the entire population according to relative medical needs. There is no price rationing based on the ability to pay. However, non-price rationing does take place and results in waiting lists for selected surgical and By contrast, in the United States rationing is based on the ability to pay. Such price rationing comes-about because some individuals±ave inadequate coverage, or are deterred by user charges from using services. As a result, access to and quality of care vary significantly among the U.S. population; the poor and the poorly insured experience long waiting periods and substandard facilities, if they receive care at all. Some aspects of American medical care, such as limited immunization, a large number of pregnant women without regular medical attention, and risk of bankruptcy through illness, are the direct result of price rationing and would probably be considered intolerable in Canada. Furthermore, non-price rationing exists even in federal and state government programs. Although the poor, the elderly and the disabled receive free treatment for most major illnesses and many routine services, the availability of high-quality treatment is constrained by the escalating cost of Medicaid and Medicare.
Critics of the Canadian health care system suggest that the rationing of services results from government constraints placed on hospital budgets and the number of facilities used for specified high-technology services. It is true that Canada has less expensive technological equipment per capita than has the United States (see , 20 February 1990, p. 9. is no evidence of a Canadian disadvantage. Specifically, Marmor maintains that if life expectancy and infant mortality measure the quality of a health care system, Canada has a definite advantage. " As can be seen in Table 6 , Canadian indices of population health status medical care outcomes and the functioning of the health care system.
CONCLUSION
An overview of the recent literature reveals that the health care systems in Canada and the United States both have problems and limitations. Moreover, much of the debate reflects different philosophical attitudes to government involvement in health care; it will always be difficult to reconcile a market orientation with the belief that health care should be provided on the basis of medical need rather than ability to pay. Comparing the Canadian and U.S. health care systems should, however, highlight both the strengths and drawbacks of each and help find solutions best suited to each approach.
Overall, one must recognize that Canada has achieved a balance between cost, quality and access. It must now build upon its strengths and make the system more costeffective. The United States still has to make its system more efficient, less expensive and more inclusive. Deber summarizes the issues now facing the two countries:
[In Canada], the old agenda looked at accessibility and universality, asking questions such as: What services are available? Where? At what cost to the patient? The new agenda has had a different focus -on efficiency, outcome and the appropriate role for govern ment. (...) The United States, in contrast, has not yet reached that point; much argument is still focused on how care can be provided for those with poor (or no) access to it."
On the whole, improving Canada's health care system may not depend on putting greater reliance on the private sector. Likewise, it may not be feasible for the United States 
